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An experienced vascular surgeon, Dr Al Wright, specializing in venous disease, often sees self-referred patients seeking
second opinions primarily for ablation therapy and is deeply disturbed at what he ﬁnds. Some patients have no reﬂux on
ultrasound examination and, thus, no treatment is indicated. Others were told they need a ludicrous three to seven ab-
lations in each leg where only one or at most two are needed. Several advertise their services in the media. Dr Wright asked
esteemed colleagues from the American Venous Forum what they recommended and they suggested sending a copy of his
consultation to the ﬁrst consultant with the goal of shaming him. He also notiﬁed the state medical board 2 years ago
about one egregious repeat offender, without action. What should he do?
A. Do as suggested, send your consult along with a harsh letter.
B. Do nothing. It is none of your business.
C. Notify the state medical board, again.
D. Notify the insurance companies and regulators.
E. There is no good venue to deal with the problem.He that is of the opinion money will do everything may well
be suspected of doing everything for money.
dBenjamin Franklin
Medicine is a profession among those few with the high-
est moral values, which is vital because patients entrust not
only their wealth but also their health to physicians, and
even their very lives can be at risk. Moral standards are neces-
sary because there is a one-sided balance of knowledge be-
tween physician and patient. Patients’ knowledge about
their bodies, health, and disease in general is astonishingly
disappointing. Patients’ knowledge about their diseases and
recommended treatment generally originates from the physi-
cian who is recommending therapy and will receive compen-
sation for the therapy. This business model is supplier-
induced demand because the physician controls the patient’s
demand for services for which they derive compensation.
Auto mechanics have the same business model.
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http://dx.doi.org/10.1016/j.jvs.2014.10.0261690Auto mechanics base their practice on contracts in
which the vehicle owner must protect himself or herself,
a concept nicely captured by caveat emptor. Physicians
are professionals and practice on the basis of professional
commitments to provide clinical management guided by
scientiﬁc and clinical excellence and to protect the health
and life of the patient as the physician’s primary concern
and motivation. These two commitments combine to
create the professional responsibility to protect patients
from unjustiﬁed assertion of self-interest (ie, to protect
the patient from the physician). This includes the profes-
sional obligation to protect one’s own patients from other
physicians, which applies to Dr Wright in this case.
Recently in the Netherlands, changes in the way med-
ical care is compensated allowed a study of patient and
physician ﬁnancial behaviors. Patients who had private in-
surance and, after the change, needed to pay less chose
more care, as expected.1 Sadly, however, when the national
health insurance converted to fee for services, physician-
induced services increased signiﬁcantly.
The present case illustrates what can happen when pa-
tients go directly to procedure providers. The usual
referral system from primary care physician to specialist
involves a second opinion, even though it occurs ﬁrst
and is somewhat less authoritative. It does, however,
include the opinion of a medical professional that some
therapy may be indicated. A large data study found that
carotid endarterectomy in France, requiring referral, was
not overtreated.2
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that pose a threat to the two commitments described above,
because unprofessionally managed COIs blur the objectivity
crucial to evidence-based medical practice. “COI can
involve nonmonetary interests such as convenient hours,
time for activities other than medical practice, and one’s
religion or beliefs, but most often, and most identiﬁable,
are conﬂicts involving money in some form or another.”3
There is no more egregious COI than intentional med-
ical overtreatment, particularly regarding procedures. Laws
founding informed consent established that a surgeon who
performs an unnecessary procedure without permission is
committing an assault on the patient.4 Black’s Law Dictio-
nary deﬁnes assault as “Any willful attempt or threat to
inﬂict injury on the person of another, when coupled
with the apparent present ability to do so.” Unindicated
procedures intentionally done are assaults through decep-
tion on unsuspecting patients’ bodies.
Such violations carry the additional risk of complica-
tions. In the present case, complications are rare but do
occur. In addition, ablating saphenous veins that are not
incompetent destroys unnecessarily what might be useful
as future bypass grafts.
We previously broached overtreatment in an indirect
manner: a younger associate was being encouraged to
stretch indications for surgical treatment. But the problem
confronting Dr Wright is much more sinister: a leading
trained surgeon, rather than an untrained patient, evaluates
the indications for surgery and compares the recommenda-
tions of fellow practitioners and ﬁnds them not only inad-
equate but in some cases fraudulent.3
One might dismiss this scenario as a rare “bad apples”
case, but in fact modern American medicine has an
epidemic of unethical overtreatment in progress. The pres-
tigious Institute of Medicine recently published a shocking
examination of the cost of medical care in America. They
found that hundreds of billions of dollars were wasted
(30% of the then $2.2 trillion health care budget).5 The
largest wasteful expense category was unnecessary services
(ie, overtreatment), amounting to $210 billion dollars or
about 10% of the cost of medical care for the year exam-
ined. We are in an epidemic of bad medical care or inten-
tional overtreatment, or both. By the latter, we mean
mostly what should be considered criminal overtreatment.
Shaming such wayward practitioners by a conﬂicting
opinion seems a stretch. One who seeks to deceive, cheat, as-
sault, and possibly harm those who trust in his or her care has
already stepped across the slippery slope. Option A is of
doubtful value in addressing a failure of professional integrity.
But, Dr Wright is a solo practitioner, which brings
about the question of what are the obligations of physicians
in nonsupervisory positions? Pellegrino regards medicine as
a moral community; “.physicians have collective, as well
as individual, moral obligations to protect the welfare of
sick persons in a world that increasingly treats medicine
as a commodity.”6 Medicine gained exclusivity by law
to practice and that came with a responsibility of self-
regulation based on the above two commitments. Thistime-honored practice began with the Seal of Cause and
Charter of Principles of the Royal College of Surgeons in
Edinburgh in 1505, and it was reafﬁrmed with the found-
ing of the American College of Surgeons in 1913.7
Self-regulation in medicine is essential to ensure the
integrity of the profession because the context of medical
decisions is crucial. Memorizing a medical textbook is
insufﬁcient to practice adequately, which is why years of
experience during residencies are necessary, especially in
procedural specialties. Knowing something is part of the
practice of surgery; one must also know how to do
somethingdquite different. Each physician has a moral
obligation to self-regulate with a collective of peers. Surgi-
cal Morbidity and Mortality Conferences are evidence of
the institutionalization of this professional self-regulation.
Surgery is a moral community. Surgeons train their com-
petitors in academia and freely disseminate better or newer
techniques to better patient care without remuneration.
Generally, patenting surgical procedures is considered unethi-
cal.8 Answer B would be a conspicuous breach of professional
integritybecause surgery is amoral community.DrWright also
has the professional responsibility to protect the other patients,
including future patients, of his errant colleagues.
State medical boards are notoriously slow to regulate
bad medical care. It seems that aside from fraud, substand-
ard care, especially overtreatment, is left for medical
malpractice to constrain. A Houston surgeon is a good
example; revocation of his Texas license took 20 years, dur-
ing which he had 60 malpractice suits and a peer-review
group determined he performed 29 unnecessary opera-
tions.9 Option C is likely to be of limited effectiveness,
although it is worth pursuing. By contrast, option E is
the counsel of despair. Dr Wright’s letter to the state med-
ical board should be detailed, cite the state’s medical prac-
tice act and the two professional commitments described
above, and call for an investigation.
Insurance companies, state departments of insurance,
and the Department of Justice investigate fraud entirely
from a business sense: if a correctly billed service is pro-
vided, no fraud was committed. We spoke with them and
they are “not in the business of telling doctors how to prac-
tice.” Therefore, sham medical practice from overtreatment
is not on their radar screen.
Black’s Law Dictionary deﬁnes fraud as “An intentional
perversion of truth for the purpose of inducing another in
reliance upon it to part with some valuable thing.” Med-
ical unindicated or overtreatment ﬁts the deﬁnition better
than business fraud. D is out.
The problem is an ethical corruption that harms pa-
tients, adds to national ﬁnancial problems and threatens
to require regulation of medical judgment. Medicine’s
self-regulatory mandate is never as clear as with this issue.
Physicians need to be made aware of their obligation to
report possible infractions. Peer-review panels need to be
established to determine offenses and the profession can
thereby self-regulate. Mistakes will be made in reporting
but chronic offenders must be stopped from damaging
the medical profession and society in general.
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